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N 002

1200-8-6 No Deficiencies

During the Life Safety portion of the survey
conducted on October 31, 2011, no licensure
deficiencies were cited under chapter 1200-8-6,
Standards for Nursing Homes.
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Environmental Supervisor ensured on
10/31/11 that all oxygen concentrators
and bed/air pumps (medical devices)
were directly plugged to the wall
receptacle.

. Environmental Supervisor was |
inserviced on 11/8/11 regarding state
and federal requirements on the use of |
extension cords and multiple outlet
adapters. |

. The weekly maintenance schedule has |
been revised to include all medical
devices to ensure Oxypen
Concentrators and bed/air pumps are
directly plugeed into wall receptacles.
Enviropmenial Supervisor will report
results to the Quality Assurance
Performance Improvement Commitiee.
The Quality Assurance Performance
Improvement Committee will review
maintenance logs for 3 months and/or
until 100% in compliance. The Quality
Assurance Performance Improvement

Commitiee is comprised of the Medical :

Director, Adminisiraior, Director of

Nursing, Assistant Director of Nursing, f

Resident Asscssment Nurses, Social

Services, Activities Director, Dictary
Manager, Environmental Supervisor

and Rehab Manager.
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